Aim: To determine the best treatment for unexplained infertility.
Results: One hundred and thirty-eight women diagnosed with unexplained infertility received laparoscopy and as a result 55 women had their diagnosis of unexplained infertility confirmed. There were no statistically significant differences between the women who became pregnant after laparoscopy in terms of duration of infertility, duration of treatment or age. The pregnancy rate of women with unexplained infertility was 56.4%, with 90% of these pregnancies achieved within the first 6 months. There were 64 women with minor endometriosis considered to be suffering from unexplained infertility before laparoscopy. The characteristics of the patients in the unexplained infertility group and in the minor endometriosis group were similar, but patients with minor endometriosis were found to have a lower pregnancy rate compared to those with unexplained infertility (35.9% vs 56.4%; P = 0.02).
INTRODUCTION
A T THE PRESENT time it is estimated that one in 10 couples are infertile, and unexplained infertility constitutes approximately 15% of these cases. At our clinic we carry out controlled ovarian hyperstimulation (COH) with clomiphen citrate (CC) or gonadotrophins to induce ovulation in combination with intrauterine insemination (IUI) when necessary. If pregnancy is not achieved after several cycles of COH with IUI, we conduct laparoscopy before considering assisted reproductive technology (ART). After laparoscopy, we carry out COH in combination with IUI for a further 6-12 months before we conduct ART.
A number of reports have shown that laparoscopy is an effective procedure for the diagnosis and treatment of long-term infertility. We consider laparoscopy to be one of the most important procedures in the treatment of unexplained infertility. In the present study we focus on the use of laparoscopy to investigate possible directions of treatment for unexplained infertility.
MATERIALS AND METHODS
T HIS WAS A retrospective study of infertile Japanese women previously diagnosed with unexplained infertility, and who had not achieved pregnancy by timed intercourse, COH or IUI before laparoscopy. Laparoscopies were conducted between January 1994 and December 2003 in the Infertility Clinic at Yokohama City University Hospital and Yokohama City University Medical Center.
Women identified with unexplained infertility before laparoscopy satisfied the following criteria: (i) menstrual cycles with a duration of 25-35 days irrespective of cycle variability with a biphasic curve on basal body temperature (BBT) and no ovulatory dysfunction; (ii) normal finding of hysterosalpingography (HSG); (iii) semen analysis was considered normal if the semen volume was ≥2 mL, sperm concentration was ≥20 × 10 6 /mL with normal motility in ≥50% and normal morphology in ≥30%; 1 (iv) hormonal values were within the normal range; (v) no obvious lesions that could cause infertility were found after examination using ultrasonography, for example, leiomyoma, ovarian cyst, polycystic ovary, uterine anomaly, endometriosis; (vi) negative for antisperm antibody; (vii) within the normal range for CA125; and (viii) negative for chlamydia antibody.
Laparoscopy was carried out on the follicular phase of the menstrual cycle under general anesthesia in combination with large volume hydrotubation (LVH) (Atom Company Ltd, Tokyo, Japan).
2 Large volumes of saline solution were infused through a balloon catheter inserted into the uterine cavity via the cervical os. The pressure of tubal patency was measured with a 500 mL/ h infusion. The intraperitoneal cavity was washed with 1000-2000 mL of saline solution.
Women were diagnosed with 'post laparoscopic unexplained infertility' when neither endometriosis nor adhesion in the pelvic cavity could be confirmed by laparoscopy and tubal patency of at least one side was confirmed by LVH. Tubal infertility factor was diagnosed in patients who had over 600 mmHg tubal patency pressure after LVH or who had very bad morphological findings of the fimbria.
2 Endometriosis was diagnosed and staged according to the revised American Society for Reproductive Medicine classification of endometriosis (ASRM).
3 Women with stage I or stage II endometriosis (minor endometriosis) underwent either resection or ablation of endometriotic lesions.
We investigated women who were treated with continuous COH with IUI for 6 months after laparoscopy. Women that interrupted treatment in fewer than 6 months, except because of pregnancy, were excluded from the present study. The relationship between the rate of pregnancy and duration of infertility, duration of treatment and age of women with unexplained infertility at the time of laparoscopy were investigated. Differences in pregnancy rates between women with minor endometriosis and those with unexplained infertility were also examined.
RESULTS
T WO HUNDRED AND eighty-two women underwent laparoscopy between January 1994 and December 2003 and were then continuously treated for more than 6 months in our Infertility Clinic. Before laparoscopy, 138 women were diagnosed with unexplained infertility (prelaparoscopic unexplained infertility), 50 were diagnosed with endometriosis, 35 women had polycystic ovaries and 31 women had tubal factors (Table 1) .
Fifty-five of the 138 women who were diagnosed with unexplained infertility before laparoscopy received the same diagnosis after a normal laparoscopy (postlaparoscopic unexplained infertility). Of the remaining women, there were 52 cases of endometriosis stage I, 12 cases of endometriosis stage II, six cases of endometriosis stage III, nine cases of tubal factor and four cases of pelvic adhesion identified by laparoscopy. 
